A retrospective study was conducted of 91 boys who had had a non-retractable but non-fibrosed prepuce treated by retraction under general anaesthesia. Of the 79 boys who had had symptoms, 67 (85%) obtained relief. Twelve of the 91 patients were later circumcised because of continuing problems.
Among the foreign visitors to endemic areas an excessive proportion of older travellers were affected.8 This might be linked to the higher incidence of lack of the acidity barrier (antacids, gastrectomy, cimetidine, hypochlorhydria of other origin).9 On the other hand, the proportion of small children affected in the populations autochthonous to endemic areas was also extremely high.
Not surprisingly persons were infected despite series of complete vaccinations, as cholera vaccines provide only about 50% effectiveness in reducing the incidence of clinical illness for three to six months.10 By 1973 the WHO-following its resolution WHA 26.55-had already deleted the requirement for a cholera vaccination certificate. Nevertheless, and illogically, this remains mandatory for visitors in some countries. The exact vaccination rates of all partial populations visiting endemic areas is unknown. In the last years, however, some 1 % (North Africa) to 70% of Swiss tourists visiting East Africa, West Africa, or Asia were immunised.8
In accordance with the WHO we think that cholera vaccination is not necessary for the ordinary tourist, as the incidence of the disease is minimal, deaths are few, and the costs of such vaccinations would be enormous. Even if immunisation gave 100% protection, some 500 000 tourists would need to be immunised to prevent one imported case of cholera-and it would be extremely difficult to propagate immunisation in citizens of endemic countries. Given that the cost per vaccination is around US $10 (including consultation), each prevented case of cholera would cost 5 million dollars.
Immunisation against cholera should therefore be reserved for the high-risk groups mentioned initially,2 mainly for medical staff taking care of patients, and additionally for laboratory workers exposed to the vibrio. Whenever a certificate of cholera immunisation is required from other travellers, a single dose of vaccine is sufficient as a mere formality.2 Introduction It is perhaps surprising that a surgical procedure with a history extending almost 4000 years can still be a subject of controversy, yet this is true of circumcision in childhood. Fibrous stenosis of the preputial orifice remains a clear indication for circumcision, but this is not a common condition in the first decade of life. In this age group, a foreskin which cannot be retracted over the glans is more often due to delay in the natural process by which these structures become separate and is not necessarily a pathological condition.' None the less, it may be associated with urinary symptoms or attacks of balanoposthitis, which may be aggravated by the process of separation itself. Excision of the foreskin because it has not yet become detached from the glans is a radical measure, though it is common for boys to be referred to a surgeon with this request.
Acceleration of the natural processes by formally retracting the prepuce under general anaesthesia is a logical approach to the problem of relief of symptoms due to a non-retractable, (see table) .
Retraction was performed at ages ranging from 6 months to 11 years 11 months (mean 4 years 9 months). Adhesions between prepuce and glans were separated carefully by traction using a gauze swab or by gentle sweeping with a probe. Collections of desquamated material were removed from the subpreputial space and petroleum jelly applied. In 10 cases the prepuce was stretched with forceps. In many cases the parents were asked to retract their child's foreskin and reapply petroleum jelly daily for a week after the operation.
From a review of the case records 13 boys were found to have been circumcised at a later stage. Information on 78 of the remaining 93 patients was obtained at a review clinic (54), by questionnaire to the parents (14), or by letter from their general practitioner (10) . Questions were asked about the outcome of the procedure and a gentle attempt made to retract the foreskin. Fifteen boys were lost to follow-up.
For comparison, the complications occurring after 100 circumcisions selected at random from those performed in 1980 were studied retrospectively. The indications for circumcision were non-retractable foreskin, balanoposthitis, urinary symptoms, and phimosis. The mean age at operation was 4 years 11 months. The technique used was excision of the foreskin and wound closure with interrupted absorbable sutures.
Results
The table gives the outcome of the procedure in relation to the presenting features. Of the 79 boys with symptoms, 67 (85%) had obtained relief. Information on retractability of the foreskin was obtained in 73 boys, and in 45 (62%) of these it was fully retractable.
